The three different phenotypes of wheezing in infants and children are transient early wheezing, non-atopic preschool wheezing and atopic or asthmatic wheezing. Early transient wheezers suffer from wheezing only during the first two years of life due to small airways caliber being more likely to narrow and obstruct. The main phenomena are the absence of personal history and/or family of atopy, so they are born with lung deficiency. Transient early wheezing to represent about 60% among children. There are many risk factors, which predispose to transient early wheezing such as: maternal complications during pregnancy, type of delivery, type of feeding during infancy, overweight infants, passive smoking and day care attendance during infancy. The previous risk factors were studied well in many developed countries but not in our communities including Egypt. Study these risk factors among infants between two months and two years of age and this is the first study done for this common problem among Egyptian children. The study included 160 infants between 2 months and two years, 80 of them were diagnosed as TEW (group 1) and another 80 healthy infants as a control group. Infants were subjected to the following: Detailed history with special emphasize on gestational age -infant gender-infant weight-prenatal and natal historyhistory of smoking in family-type of delivery -type of feeding. History of recurrent wheezing, need for hospitalization. Full Clinical Examination 3-Investigations: chest x ray and Laboratory tests: Full picture analysis and IgE total enzyme assay. The study revealed that TEW was encountered with large percentage among infants with history of: maternal disease during pregnancy (diabetes, hypertension and urinary tract infection), caesarian section delivery, over weight infants, family history of smoking, artificial feeding, consuming cow milk during first year of life and attendance to daycare during infancy. Overweight is a new risk factor that was observed in our study. Most of the noted risk factors are similar to that reported in studies done in developed countries in addition to overweight infants are associated.
Introduction
Wheezing is one of the important symptoms of many chest diseases, especially obstructive lung diseases like bronchial asthma 1 .
Incidence of wheezing illness at all ages was strongly and consistently related to history of hay fever or eczema (atopy) and chest infection. The etiology of wheezing involves any pathophysiologic process resulting in impaired air flow which is mediated by reduction of airway diameter 2 and the most common cause of infantile wheezing is viral respiratory infection 3 . persistent wheezing including irreversible loss of lung functions 5 .
Virus-specific factors include the ability to affect the lower airway and generate virus specific IgE antibody and to induce specific cytokine that response to various viruses and viral proteins 3 .
Host specific factors based on the wheezing phenotypes, especially lung size is the primary factor associated with the transient wheezing phenotype. Whereas parental history of asthma, elevated serum IgE level and presence of atopic dermatitis are associated with persistent wheezing phenotype while exposure to passive smoke is a significant risk factor for both phenotypes.
Major risk factors for transient early wheezing include maternal smoking during pregnancy, maternal complication during pregnancy, day care attendance during infancy and artificial feeding. Different studies were done about risk factors of transient early wheezing, but all these studies are limited in developing countries 3 .
The aim of this work is to study the transient early wheezing, and risk factors associated with it among infants between two months and two years.
Materials and Methods

Patients
The study was conducted at the outpatient clinic, pediatric department Fayoum University Hospital. The study included 160 infants between two months and two years and they were divided into two groups as follows: 
Inclusion
-Infants between two months and two years.
-Infants suffering from recurrent wheezy chest.
-Infants with no history of any allergic manifestations e.g. (skin allergy and food allergy) -Infants with no family history of atopic manifestations (allergic rhinitis, sinusitis, eczema, bronchial asthma)
Methods
After obtaining informed oral consent from the parents, all infants were subjected to the following: 
Detailed history with special emphasize on
c) Chest examination:
During the attack of wheezing to confirm the diagnosis of wheezes and exclude another diagnosis.
Investigations
Chest x ray: Hyperinflated chest during the attack. Exclusion of any other cause (e.g. pneumonia). Laboratory tests: Complete blood count (CBC) and a special concern on the presence of esinophilia (esinophilia mainly present in asthmatic cases).
ELISA is used to measured total serume IgE.
Specimen collection
Blood samples collected by veni-puncture, drawn into plane tubes, allowed to be clotted. Samples were centrifuged within one hour after blood collection for 10 minutes at a temperature 15-24 oC to separate the serum from clotted blood. Specimens were stored for 5 days at 2-8, up to 30 days at -20 oC to freeze and thaw once only.
N.B: we didn't use highly lipemic or hemolysed serum specimens.
Statistical analysis
Data was collected, coded, translated to English to facilitate data manipulation and double entered into Microsoft Access and data analysis was performed using SPSS software version 18 under windows 7. For qualitative data: Chi square test to compare two of more than two qualitative groups.; The level P ≤ 0.05 was considered the cut-off value for significance.
Results
The study included 160 infants (77 males and 83 females) they were divided in two groups as follow: NB: another 40 infants with recurrent wheezing but with high total serum IgE were excluded from our study as they may be asthmatics.
The results of this study have been statistically analyzed and summarized in the following tables 1 comparing between the two groups (group 1 and group 2). There was no significant difference (P value = 0.06) between both groups regarding age as presented in table 2. 
Discussions
Transient early wheezing is a worldwide problem. During the past several decades, the prevalence has been increased by 5% to 6% per year, reaching rates of 30% to 40% in many countries 6 .
Worldwide, 130 million people have transient early wheezing.
The prevalence is 8-10 time higher in developed countries than the developing countries 7 . This is the first time in Egypt to study TEW and the associated risk factors.
Our study included 160 infants between two months and two years because this is the age at which TEW usually starts (due to their small airways being more likely to narrow and obstruct due to inflammation and viral infection) 8 .
They were divided into two groups: NB: another 40 infants with recurrent wheezing but with high total serum IgE were excluded from our study as they may be asthmatics.
Regarding the age of the infants of our study, our results showed no significant difference (P value = 0.06) between both groups. The mean age of the cases group was 13.6(m) ± 4, while the mean age of the control group was 11.2(m) ± 7.01.
In Scotland, Pawankar found that the highest incidence of asthma-like symptoms occurs during the first year of life and in most cases symptoms first develop during infancy and early childhood.
Regarding the sex, our results showed no significant difference between male and female in both groups (p-value 0.4). This is not agreeing with Bisgaard 9 who proved that the risk of developing wheezing during infancy is greater among male infants.
Regarding weight, 25% of our cases were overweight for age with highly significant difference between cases and controls with (p-value 0.002). This proves that overweight is one of the In a longitudinal study, Chen 3 observed that children who were obese at 5 years of age presented a risk of wheezy chest and asthma at 10 years of age that was four times greater than shown by those with normal BMI at the start of the follow-up.
Castro 10 , found that increased obesity leads to more severe wheezing (this study done on children aged 8-15 years old) and
reported that there is some evidence that weight loss improves lung function particularly peak expiratory flow variability.
Symptoms, morbidity and health status in obese patients with wheezing chest suggesting that obesity might contribute to the worsening of respiratory symptoms.
A study carried by Antonino and Carmela 11 for the relation between BMI and lung function tests among obese patients came to the conclusion that there was no association between higher BMI and more severe asthma symptoms(with low lung function).
No previous studies were considered the overweight infants as a risk factor for developing TEW, but considering the known association between obesity and asthma may support our results. The explanation is not known but may be related to the same reasons for obesity in bronchial asthma.
Regarding to type of feeding, our results showed the high percentage of children taking artificial feeding (20%) among cases, with high statistical significance (P-value 0.001) between cases and controls. This was consistent with a study done by Oddy (12) reported that breast feeding has a high significant value in protection against transient early wheezing and there is an increase in the risk of transient wheezing when milk other than breast milk was introduced before 4 months of age.
In U.K Aida 13 reported that children who were breastfed more than four months were significantly less likely to have current wheeze and that breast milk was protective against transient early wheezing (P value 0.001)
However, there was no significant association between breast feeding and other wheezing phenotypes.
A study done by Greer 14 reported that children with exclusive breastfeeding were 2.2 times less likely to have a recurrent wheeze during infancy, independent of the presence of maternal asthma.
Similar results were reported from the ALSPAC study (an unselected birth cohort of several thousand children) in U.S.A in which breastfeeding for longer than six months was protective against wheeze in the first three years of life.
On the other hand, our results disagree with Claire 15 , reported that among (457 cases and 457 controls) non-exclusive breastfeeding has no effect among persistent cases and there is no statistically significant among transient ones.
However in London Devereux 16 , Reported that early weaning (before 6 months) among children below 5 years has a highly statistically significant association with wheezing with (p-value 0.002).
Regarding the early consuming of cow milk in our study, (72.5% of cases consumed cow milk during the first year and 37.5 % of the controls consumed cow milk during the first year) and there was a highly statistical significant difference between cases and controls with more consumption of cow milk among cases (Pvalue < 0.001). This proves that introduction of cow milk before the first year is considered one of the important factors for transient early wheezing.
In Germany, Von Berg 17 reported the same results which reported that 80% of cases consumed cow milk at early age and it was a highly statistically significant with (p-value 0.002).
Regarding passive smoking we found that (53.8%) of cases have a history of family smoking with statistical significant difference between cases and controls with (p-value 0.004).
This means that Passive smoking is an important environmental factor of early infantile wheezing. This was similar to that of Sharmilee 18 who reported that intra uterine exposure to maternal smoking showed significant adverse effects on respiratory health.
Moshammer 19 also provided evidence of the relative importance of prenatal exposure to smoking on the respiratory outcome.
Regarding attending to day care centers there was a high percentage of attending day care centers among cases in relation to the control, with significant difference with (p value =0.002).This finding is consistent with a study done in England by Ball (20) who reported that there is an association between daycare attendance in early life and wheezing which may be due to high exposure to viruses and proinflamatory substances in the day care centers.
Also, Claire 15 reported that, there is increase in the incidence of In our study we found that maternal complications during pregnancy including hypertension and diabetes were higher in cases than controls with significant difference (p-value=0.002). In Italy Franca 22 found that there was a borderline significant difference (p-value = 0.005) between maternal diabetes before and/or during pregnancy and recurrent wheezing during infancy.
Regarding Prematurity, our results showed 18.7% of the cases are premature and 7.5% among the control group with no statistical significance (p value 0.6)
In Scotland, Peter 23 found that premature infants have a high risk of transient wheezing during infancy due to exposure to viral infections in early life and due to the low levels of lung functions.
Conclusions
From the results of our study, we can conclude that:  Health education for the families to avoid passive smoking for the infant to avoid developing TEW.
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